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Hypertrophic Cardiomyopathy and Dual Chamber
Pacing: Impact of Atrio-Ventricular Delay on
Obstruction Assessed by Doppler Echocardiography
Maria-Angela Losi, Sandro Betocchi, Carlo Briguori, Fiore Manganelli,
Giuseppe Stabile, Fabio Franculli, Carlo Pappone, Massimo Chiariello. Federico II
University, Naples, Italy
Obstruction in hypertrophic cardiomyopathy (HCM) benefits from atrio-
ventricular (AV) pacing with apical preexcitation To assess the impact of the
duration of AV delay on left ventricular outflow tract gradient (LVOTG), we
studied 8 patients with HCM and resting LVOTGs, implanted by permanent
AV pacemakers. LVOTG was measured by continuous Doppler echocardio-
graphy before implantation (B) and after, with the AV delay set at 120, 100,
and 80 ms: AV delay was randomly changed every day and LVOTG was mea-
sured after 24 hours. LVOTG decreased significantly with shorter AV delays
(Figure). All patients had significant LVOTGs (i.e >30 mmHg) at B, 6 at AV
delay of 120 ms, 3 at AV delay of 100 ms, and 4 at AV delay of 80 ms (p <
005 at X 2 for the group); moreover, the incidence of significant LVOTG was
significantly less with AV delays of 100 (p < 0.Q1) and 80 ms (p < 0.05) than
in B. Furthermore, minimum LVOTG was obtained with AV delay of 100 and
80 ms in 4 patients each.
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Conclusions: 1) AV pacing reduces LVOTG in HCM; 2) the decrease in
LVOTG is greater with shorter AV delays; 3) significant LVOTGs are abolished
by short AV delays; 4) optimal AV delay seems to be between 80 and 100
ms.
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J756i] Effect of Long-term ACE-inhibitor Therapy in
Hypertrophic Cardiomyopathy (HCM)
Andreas Hartmann, Angela POtz, ROdiger Hopf. Dept of Cardiology, University
Medical Center, and Division of Internal Medicine, Krankenhaus Sachsenhausen,
Frankfurt Germany
ACE-inhibitors (ACI) reduce left ventricular hypertrophy in patients with
hypertension. There is experimental evidence that ACI may reduce non-
hypertensive left ventricular hypertrophy. It was the goal of this study to
investigate the effect of ACI therapy on left ventricular dimensions and exer-
cise capacity in patients with HCM, 26 patients (P) with HCM were divided
in two groups matched for age, sex and severity of disease. 13 P (group I: 2
f, 11 m, age 59 ± 3.7 years) were treated with Ca-channel or beta-blockers.
13 P (group II: 2 f, 11 m, age 62 ± 2.6 years) were additionally treated 'with
ACI (captopril 37,5 mg/d, enalapril 5-10 mg/d). M-mode, 2-D and Doppler
echocardiography as well as exercise tests were performed at the begin-
ning (BEGIN) and at the end (END) of the observation period (group' 43 ±
3 months, group II: 44 ± 7 months). Septum and left ventricular posterior
wall thickness (SEP, LVPW - mm), left atrial and left ventricular end diastolic
diameter (LA, EDD - mml, intraventricular gradient (GRAD - mmHgl, duration
(DUR - min,) and level (WATT-watt) of exercise were documented (Mean ±
SEM),
SEP LVP'N LA EDD GRAD DUR WAIT
Group I:
BEGIN 20 ± 1.3 13 ± 0.6 46 ± 2,6 47 ± 1,7 32 ± 5 5±04 98 ± 9
END 18 ± 1.3 12 ± 07 47 ± 27 47 ± 2.7 42 ± 12 5 ± 0.3 94 ± 8
Group 1/:
BEGIN: 19 ± 1.6 13± 1,0 45 ± 20 50 ± 1.7 20 ± 6 5 ± 0.5 96 ± 9
END 17 ± 1.8 11 ± 0,5 47 ± 1,B 50 ± 2.0 23 ± 9 5 ± 0.5 98 ± 9
Conclusion: There were no significant differences in left ventricular dimen-
sions and exercise capacity between treated and untreated patients, In con-
trast to hypertensive left ventricular hypertrophy, non-hypertensive hyper-
trophic cardiomyopathy is not reduced by ACI.
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1757-1 I The Effect of Vasopressin V1 and V2 Receptor
Antagonists on Heart Failure After Myocardial
Infarction
Hisayoshi Fujita, Minoru Yoshiyama, Hiroyuki Yamagishi, Akihisa Hanatani,
Iku Toda, Kaname Akioka, Masakazu Teragaki, Kazuhide Takeuchi, Hiroshi Iwao 1,
Tadanao Takeda. First Department of Internal Medicine, Osaka City, University Medical
School, Osaka, Japan: 1 Department of Pharmacology, Osaka City, University Medical
School, Osaka, Japan
Arginine vasopressin may contribute to cardiovascular regulation by causing
vasoconstriction and stimulating renal water absorption through V1 and V2
receptors, respectively. Arginine vasopressin may play an important role in
congestive heart failure. Recently, oral vasopressin V1 and V2 receptor an-
tagonists were synthesized, however, the effect of vasopressin V1 and V2
receptor antagonists on heart failure is still unclear, We examined the effect
of vasopressin Vl receptor antagonist and vasopressin V2 receptor antago-
nist on heart failure after acute and chronic myocardial infarction. Myocardial
infarction was made to the rats by ligation of left anterior descending coro-
nary artery, On one day (acute) and two months (chronic) after the surgery,
we orally administered V1 receptor antagonist at 60 mglkg/day or V2 recep-
tor antagonist at 30 mg/kg/day to myocardial infarcted rats. After one week
of treatment. we measured the hemodynamics and electrolytes in the blood.
In the acute and chronic myocardial infarcted rats, the left ventricular endo-
diastolic pressure (LVEDP) increased to 16 ± 3 and 20 ± 4 mmHg, respec-
tively, and V2-ant decreased LVEDP to 6 ± 41p < 0,01) and 5 ± 3 mmHg (p
< 0.011, respectively. V2-ant decreased significantly the left ventricular endo-
diastolic volume (LVEDV) in chronic myocardial infarction (non-treated rats;
2.31 ± 0.18, V2-ant treated vats; 1,76 ± 0.10 mllkgl(p < 0,01). In the chronic
myocardial infarcted rats, abdominal ascites appeared, and the weight of
lung or liver increased, V2 receptor antagonist decreased them. V2 receptor
antagonist improved hemodynamics and the signs of heart failure in myocar-
dial infarcted rats. V1 receptor antagonist tended to decrease LVEDP in the
acute and chronic myocardial infarcted rats. V1 and V2 receptor antagonists
did not change the electrolytes in the blood, Vasopressin antagonist, espe-
ciallyV2 receptor antagonist, is a useful drug for heart failure after myocardial
infarction.
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1757-21 Angiotensin II Formation in the Intact Human Heart:
Predominance of the Angiotensin Converting
Enzyme Pathway
Lawrence S. Zisman, William 1. Abraham, Glenn E. Meixell, Brian N. Vamvakias,
Brian D. Lowes, Robert L. Roden, Robert A. Quaife, Bertron M. Groves, M.
Benjamin Perryman, Michael R. Bristow. University of Colorado Health Sciences
Center, Denver, Colorado
It has been proposed that the contribution of myocardial tissue angiotensin
converting enzyme (ACE) to angiotensin II (Ang II) formation in the heart is
low compared to non-ACE pathways. However, little is known about the ac-
tual in vivo contribution of these pathways to Ang II formation in the human
heart, Accordingly, we developed a method to quantify ACE and non-ACE-
mediated conversion of angiotensin I (Ang I) to Ang II across the myocardial
circulation in human subjects. Using an intracoronary(lC) infusion of 1231_Ang
I before and during an IC infusion of enalaprilat, we measured the fractional
conversion of Ang I to Ang II in coronary sinus blood samples by taking the
ratio of the labeled Ang II activity to the sum of activity corresponding to
labeled Ang I and Ang II after peptide extraction and separation by HPLC
(activity ratio method). Results obtained from this method were confirmed
by combined HPLC/RIA of both labeled and unlabeled Ang I and Ang II (RIA
method), The initial experience has been obtained in orthotopic heart trans-
plant recipients with normal cardiac function and coronary anatomy,
After a six minute IC infusion of 1231_Ang I, fractional conversion of Ang I
to Ang II was 0.44 ± 0.141, and 0.43 ± 0.084 (n = 4, mean ± SD) as deter-
mined, respectively, by the activity ratio and RIA methods. IC enalaprilat (0,01
mg/min for five minutes) reduced fractional conversion to 0.046 ± 0,065 (ac-
tivity ratio method) or 0.033 ± 0.012 (RIA method) In = 3, P = 0,014).
